Our study in a psychiatric ward of a general hospital aims to identify acutely ill psychiatric patients who are at high risk of falls. Patient falls were identified by data collectors after they were reported by hospital staff into the Fall Reporting Risk Management System (RMS). From 2007 to 2009, there were a total of 26 patients who fell in the psychiatric ward. Falls are likely to occur while the patient is ambulating beside the bed and is unlikely to be elimination-related. Slipping or tripping was the most common fall mechanism. There were no life-threatening injuries sustained and the most common type of injury was pain, swelling, contusions and abrasions. Two main patient profiles were identified to be at risk of falls, the first being elderly patients with mood disorders and co-morbid medical conditions such as diabetes. These patients are usually deemed high risk in the fall assessment. The second group of patients is young females with eating disorders and who are not on psychotropic medications. Both groups are likely to be alert and oriented, with no muscle weakness or a history of previous falls.
INtrODUctION
Hospital inpatient falls are common and are a significant source of morbidity 1, 2 . A study conducted in 5 acute care hospitals in Singapore from June 2003 to May 2004 found that patient fall rates ranged from 0.68 to 1.44 per 1,000 patient days and the proportion of falls associated with injury ranged from 27.4% to 71.7% 3 . Studies conducted in other countries have also compared fall rates by clinical department, and one such study by Schwendimann et al who drew data from almost 500 institutions reported that overall fall rates were higher in mental health units as compared to community and acute hospitals 4 .
The results of a recent retrospective study of fall incidence in the Institute of Mental Health (IMH), Singapore, identified a total of 348 falls in a 1 year period 5 . The patient risk profiles identified were younger male epileptic patients and elderly female patients with depression or dementia. Additional risk factors include a history of falls and patients who had concomitant medical conditions and were taking 3 or more medication 6 . Our current study in a psychiatric ward in Singapore General Hospital aims to identify similar psychiatric patients who are at high risk of falls so as to improve awareness and implement strategies to prevent such incidents.
MEtHODOLOGY
The retrospective study was conducted at Singapore General Hospital Ward 46A which is a psychiatric inpatient unit. A fall is classified as an incident in which a patient experiences an unplanned descent to the floor during the course of the hospital stay. All patients who experienced a fall would be reported into the Fall Reporting Risk Management System (RMS). Patients who experienced a fall from January 2007 to December 2009 were identified using the RMS. The medical records were then retrieved and the data of were extracted and analysed.
Proceedings of Singapore Healthcare  Volume 19  Number 4  2010 rEsULts From 2007 to 2009, there were a total of 26 patients who fell in Ward 46A. Of these patients, 2 patients had a repeat fall during the same stay in 2009, giving a total of 28 falls in the 3-year period. One of the patients was deceased at the time of study and his case notes could not be retrieved. His particulars have been added into Tables 1  and 2 , but were insufficient to be included in Tables 3 and 4 .
The characteristics of the patients who fell are displayed in Table 1 . Repeated falls by the same patient were not included in this segment to reduce bias (n= 26). Women were more likely to fall than men. The peak age group of falls is the 20-29 age group (n=8), of which 6 out of 8 of them were female. Forty per cent of the patients were over the age of 60. More than a quarter of the patients who fell were not considered high risk by the Hospital Fall Risk Assessment. A large proportion of the patients (46%) were documented to have poor cooperation level. Most of the patients were alert and oriented and had no documented muscle weakness, physical disability, impaired memory or urinary frequency, urgency or incontinence. Nineteen per cent of our patients had a positive history of previous falls. such as benzodiazepines and antihistamines also formed a significant number. Table 3 reports on the circumstances of the fall. Most of the falls occurred beside the bed, where the patient was found on the floor. There were a equal number of falls in the day and night. The most cause of the fall was a slip or trip, followed by dizziness and loss of balance. The patients were usually ambulating and were unassisted when the fall occurred. Most of the falls were not elimination related. Table 4 shows us the consequences of the fall. Seven of the 27 falls recorded did not result in any injury. Most of the injuries sustained were not serious, with pain, abrasions and contusions being the most common complaint.
DIscUssION
We have identified 2 main patient profiles that are at risk of falls, the first being elderly patients with mood disorders and co-morbid medical conditions such as diabetes. These patients are usually deemed to be high risk in the fall assessment. The second group of patients is young females with eating disorders and who are not on psychotropic medication. These patients are not deemed to be of high risk in the initial fall assessment. Both groups are likely to be alert and oriented, with no muscle weakness or a history of previous falls.
Falls are likely to occur while the patient is ambulating beside the bed and is unlikely to be elimination-related. Slipping or tripping was the most common fall mechanism. There were no life-threatening injuries sustained and the most common type of injury was pain, swelling, contusions and abrasions.
Medication
The most commonly prescribed psychotropic medications were antidepressants, antipsychotics and hypnotics. Of the antidepressants administered to patients Fluoxetine was the most common. However, this class of Serotonin Specific Reuptake Inhibitors (SSRIs) is not wellknown for causing side effects that may contribute to falls 7 . The high number of fall patients on SSRIs may hence be contributed to the high prevalence of patients with mood disorders in the ward.
Antipsychotics such as Olanzapine, Quetiapine and
Risperidone, were also commonly prescribed.
The known side-effects of antipsychotics include sedation and postural hypotension, and these may have increased our patients' risk for falls. In addition, a substantial number of patients were on hypnotics such as benzodiazepines and antihistamines. The sedative effect of these medications could also have been a contributing factor to fall mechanisms 8 .
We noted that a large number of falls occurred while the patients were ambulating beside their bed, and some of the common causes of falls were slipping/tripping, dizziness and loss of balance. These fall mechanisms may be attributed to the side-effects of the medication they were on.
The main group of patients who were on these medications was the elderly with co-morbid conditions. These are high-risk patients who are more likely to sustain a severe injury from the fall 9 . This problem is compounded by having co-morbid conditions such as diabetes.
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Eating Disorders
As our institution is well-established in the treatment of eating disorders (ED), our ward sees a significant proportion of ED patients among our ward-stayers. This reflects the higher incidence of ED patients with falls.
The causes of falls among patient with ED are likely to be multi-factorial and contributed by the low body mass index and their ED behaviour. This group of patients often has bradycardia, lower blood pressure and orthostatic hypotension. They may also have electrolyte abnormalities due to purging or nutritional rehabiliation. Some patients frequently have hypoglycaemia due to depleted glycogen reserves. There are patients who are trying to increase their activity level by pacing around their beds.
Osteoporosis is a commonly seen complication from ED, and can result in fractures during falls 10 . This may be hampered by poor healing due to malnutrition. Hence it is important to ensure that good fall precautions are in place for these ED patients, even though they may belong to the younger age group and may not be deemed as high risk in their fall assessments.
Fall Precaution strategies
Fall precaution strategies are put in place to reduce the risk of fall. Some of these include a fall precaution signage and a small poster of a falling palm tree that are put on the wall next to the patient's bed to alert the staff. The patients will also wear a yellow wrist tag to identify them. They use lowered beds, and safer geriatric chairs with a body harness. The wheels of the beds and tables are locked, and night lights are installed. These patients are assisted during showering and toileting. The nurses also make a 3-hourly check to ensure that these are in place. Patients and their relatives are provided with a pamphlet to highlight some of these strategies.
LIMItAtIONs
There are some limitations to this study. It is a case series, and the number of patients in the study is relatively small. A future study could look into modifying it to be a case-control study. These patients can then be compared to a similar group who did not fall.
cONcLUsION
Inpatient falls continue to be a persistent problem in the psychiatric ward and the numbers are increasing. Furthermore, 2 of our patients had a repeat fall in the same stay. More can be done to reduce the incidence of falls. Our study highlights the 2 main groups of patients who are at risk of falls. The elderly high risk group on psychotropic medication should be assessed daily for side effects of sedation and orthostatic hypotension 11 . Patients with eating disorders are also at high risk of falling. Hence in addition to implementing the standard fall prevention strategies, these 2 groups should be more closely monitored 12 .
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